an emergency in any branch of medicine and surgery.
I started my work with the minimum equipment, almost
a first-aid kit, consisting of a Hypodermic and Glyce-
rine Syringe, a knife, a pair of scissors, a few sutures
and needles, one or two artery forceps and a midwifery
forceps, I hoped to add to the equipment according to
growing requirements.

My first case was of a woman who was in labour for
forty-eight hours in a village. My com pounder and I
travelled 17 miles in a jatka on a country road, sum-
moned by a country midwife, to help in one of her
cases.

A gentleman came from an upcountry village with a
country midwife. His wife, he reported, was in labour for
the previous two days, could not deliver the child, and was
attended on by the midwife who accompanied him.
The gentleman asked the midwife to give a detailed
report of the case. When he reported that a country
midwife attended his wife and could not deliver the
child, my enthusiasm for my first case was replaced by
nervous fright; for ray experience in the Women and
Children Hospital had given me a graphic idea of all the
tricks that a country midwife was upto in her obstetrics
and the mess she would hand you over to clear. The
midwife, probably aged between 30 and 60, who had her
graduation in midwifery by assisting her mother who
must have been a scion of her profession for half a
dozen villages, looked at me, a male aged 25, who was
presumed to advise her in the trade, with near con-
tempt. She reeled off, in a vernacular, gynaecological
and obstetric jargon of her own, the main features of
the case.

After questioning and cross-questioning her closely,
I could make out that the woman was having the sixth
baby and that there was no progress in labour for the
previous 24 hours in spite of her lubricating the parts, two
or three times inside and out, of the mother and baby,
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